her myopic correction. Anyway, she recovered sufficient sight to get married, and she married a totally blind man, led him about and read to him and reared a family. For a time I earned an unenviable reputation as a healer of the blind, and had many totally blind friends and acquaintances of the patient brought to me. My reputation, however, gradually faded.
In December, 1909, she struck her eye against a corner of a cupboard. The eye was injected. The iris was tremulous and the lens partially dislocated to the nasal side.
In January, 1923, the sight suddenly failed: she was unable to see with her glasses and a blue-grey blot appeared to her on the temporal side. I found that her lens had become totally dislocated into the vitreous. There was extensive choroid retinitis. The tension was raised. Her unaidod vision was wB with + 2 = A6 It somewhat improved, and in March of that year right vision = partly. April, 1925. -She was still seeing A with right eye, but she had neglected her left artificial eye and there was a copious purulent discharge from the socket. The right eye was injected; there was conjunctivitis and ? some iritis.
From that time the right eye began to deteriorate and the sight to fail.
July 25.-Right eye = , A -, but her vision appeared less, to judge by her movements.
September 17, 1925. -Some circumcorneal infection and the vessels of new formation began to appear on her iris. These vessels increased rapidly week by week, and the drawing shown was made at the end of October; since then there have been further changes.
This would appear to be the last stage in this " strange eventful history." I offered to operate to relieve the iris bomb6, but she declined, for the reason that, if it failed and the eye was lost, it would damage her personal appearance. Her present anxiety is to know whether she can resume the artificial eye in her left socket.
I have no suggestions to make as regards the causation and pathology. I have been told that this form of vessel formation is indicative of glaucoma. It may be so, but glaucoma has not been a marked symptom. Mr. Holmes Spicer, in the report of his case, suggests the prolonged use of eserine 1 as a possible cause in his case. My patient has had eserine, but not for any long period. Ocular Torticollis. By P. G. DOYNE, F.R.C.S. OCULAR torticollis is not a very uncommon condition in children, if looked for, *though it is in only an occasional case that the deformity is so marked as to be conspicuous. It is nearly always of congenital origin. It has to be distinguished from true torticollis. In ocular torticollis the position of the head is chiefly one of tilting to one side or other; there is little if any rotation of the chin to the opposite side, in fact the chin is often pointed to the same side. The head can be easily straightened and no tightening of the sternomastoid is noticed when this is done.
Hemiatrophy of the face is said to be usually not very marked in ocular torticollis, though in the case reported by Cockayne, and in all my cases, there was very obvious facial asymmetry.
Diplopia is not complained of when the head is in the assumed position, but is said to appear when the head is straightened. Binocular vision was present in Cockayne's case.
Ocular torticollis appears to be a posture adopted to compensate for weakness of one of the muscles controlling the movements of the eyes in the vertical plane. The head is tilted to the side of the most dependent eye. If the right eye is lower than the left eye, the head will be tilted to the right. This seems to hold good in all cases. According to Abelsdorff, the name " ocular torticollis " should be applied only to those cases produced by paralysis of the superior oblique. His statement is that the superior oblique and superior rectus act in conjunction in rolling the eye inwards, but in opposition as regards movements in the vertical plane. When the superior oblique is out of action, inward rolling of the eye is performed by the superior rectus, but the associated elevation of the eye by the superior rectus is now not opposed by the superior oblique, and consequently the eye squints upwards. If the head is tilted away from the side of the paralysed superior oblique, then the paralysed superior oblique is not called upon to act. This posture-the head tilted away from the side of the paralysed superior oblique-will be adopted. Abelsdorff states that the torticollis always corresponds to the side of the healthy eye. This is, I think, always true, but it would appear that ocular torticollis can certainly be caused by weakness of other muscles than the superior oblique. Pierola describes a case in which the torticollis seemed to be definitely due to a weakness of the left inferior rectus; and Duane, in his textbook, gives illustrations of a case due to congenital paralysis of the superior rectus, with spasm of the inferior oblique. High degrees of oblique astigmatism are said to cause a tilting of the head.
I have one case, that of a boy, aged 9, who tilted his head slightly to the right. He had 3 D. of hypermetropia and 3 D. of astigmatism, the axis of which was slightly down and to the right in both eyes. I cannot say that correction appeared to make any difference to his tilt, but the case was complicated by his having a right internal strabismus with slight amblyopia in the right eye-vision with correction in this eye being -g. There appeared to be no limitation of movement in either eye and no heterophoria was demonstrable with the Maddox rod.
With regard to my cases of ocular torticollis all of which I have seen at the Hospital for Sick Children, Great Ormond Street-they are five in number, but in only two of them was the condition grossly obvious. These two, in fact, were transferred from the Surgical Out-patients Department to the Eye Department. Case L-.V. W., a girl, aged 7; rather backward; was transferred by Mr. Fairbank to the Ophthalmological Department. The tilting of the head had been noticed since birth. She tilted her head to the right with a very slight inclination of the head to the right. Upon holding the head straight, which could be done quite easily, the left eye was slightly elevated as compared to the right eye. On turning the eyes to the right, this elevation of the left eye became more marked, but on turning the eyes to the left they became parallel.
With the Maddox rod, the head being held straight, a right hypophoria was demonstrable. There was definite hemiatrophy of the right side of the face; refraction showed 2 D. of hypermetropia. This correction was given her, but made no difference to the head tilting. In consequence, after a few months' observation, I tenotomized the left inferior oblique. The result of this operation was a marked improvement in the position of the head, only a very slight tilt being noticeable.
Case II.-D. F., a girl, aged 6. She was transferred to the Ophthalmological Department from Mr. Addison's Out-patients Department. She tilted her head to the left. There was hemiatrophy of the left side of the face. On straightening the head the right eye appeared elevated as compared with the left eye. This condition was made more manifest by turning the eye to the left, whereas, on turning the eyes to the right, it disappeared. With the Maddox rod a right hyperphoria was found, which was compensated by a 2-prism (angle of deviation) base down before the right eye. She had a 1'5 D. of hypermetropia in each eye and I ordered this with a 2-prism base down before the right eye and a 2-prism base up before the left eye. She wore this for a few months with no apparent effect upon the torticollis. Later, therefore, I tenotomized the right inferior oblique. I have seen her several times since, and, as far as I can make out, there is absolutely no improvement. The mother, however, is quite convinced that there is, and says that it is only when she is shy and nervous that she adopts the posture. I think that myself, though whenever I have seen her, the head tilt, in relation to the body, seems just the sanme, perhaps in relation to the ground her head is less tilted, and while she holds her head straight in relation ta the ground, she tilts her body now to the right.
If this is really so it should suggest that the operation has had some effect, and I am making her perform physical exercises to see if by this means her general position can be improved.
In the other three cases the head tilting is of much slighter degree, and the most noticeable feature consists in the movements of the eyes.
Case III.-J. F., boy, aged 6, tilts head slightly to the left; slight left hemiatrophy of the face; on holding the head straight and turning the eyes to the left the right eye goes up, the left down; in turning the eyes to the right there is parallelism; Maddox rod shows a right hyperphoria.
Case IV.-G. C., boy, aged 4; slight tilt to the right; very slight asymmetry of the face; eyes turned to right, right eye goes down, left eye goes up; eyes turned to left, parallelism; Maddox rod shows right hypophoria.
Case V. O. P., girl, aged 8; slight tilt to left; eyes turned to left, right goes up, left goes down; eyes turned to right, parallelism.
In none of these five cases could I satisfactorily demonstrate diplopia. I used the candle test and the red and green glasses. I think perhaps the children did not fully understand what I was driving at; but they were quite definite in their answers when tested with the Maddox rod. Cases I and II had simultaneous perception; they saw ' the bird in the cage."
It would seem that in all these five cases the same factor is acting, and I suggest that it is a weakness of the superior oblique-in Cases I and IV the left superior oblique, and in Cases II, III, V, the right superior oblique. In all these cases the head-tilting is to the same side as that on which the maximum separation of the eye occurs when the eyes are turned to that side. For example: Case I.-Head tilted to the right; eyes parallel when turned to the left, but when turned to the right the right eye goes down and the left eye goes up.
If one supposes that in this case the left superior oblique is at fault, then when the eyes are turned to the right, the left superior oblique will be acting as a direct depressor of the left eye. If it is weak in its action, this eye will tend to turn up relatively to the right eye, as the elevating action of the left inferior oblique will be unopposed. Tenotomy of the left inferior oblique should assist in preventing this elevation of the left eye in this position.
According to Abelsdorff, the torticollis in this case would still be due to weakness of the left superior oblique. But, if I interpret him rightly, his explanation would be that the head is tilted to the right so as to cause a roll of the eyes to the left, as in this position the left superior oblique is practically in a state of inaction.
Discussion.-Mr. MONTAGUE L. HINE said that he made an effort to exhibit a patient who had this condition of ocular torticollis, but failed. It was of interest as showing that in some cases treatment by means of prisms succeeded. This child had had a wry-neck since her birth. At the age of 3 months she was taken to Paddington Green Children's Hospital, where massage of the neck was carried out for some time, but without benefit. When she was 3 years of age the surgeons there wished to operate on her for wry-neck, but the mother objected, as she said there was no " lump in the neck," such as she understood " ought " to be there. At 8 years of age the child was brought to the Miller Hospital, where she was seen by Mr. Roth, who said he could not detect any wry-neck. But as her vision was defective he sent her on to him (Mr. Hine). She was then wearing four spheres and her head was tilted to the right. She had binocular vision and left convergent strabisnmus without glasses. With glasses the convergence disappeared. When her head was held to the right, the left eye was in the middle of the palpebral fissure; when the head was held straight the left eye turned up a little under the lid. He found she had, approximately, 4-prism diopters of left hyperphoria. Therefore he added 2°prisms to each eye: base down in the left eye, base up in the right, and sent her back to Mr. Roth, who showed the patient at a meeting of the Section of Orthopedics in 1923.' She was very much better, but was still having-massage of the neck. He saw the child six months afterwards, and the mother was very pleased with the result, which was immediate on the prisms being supplied. In June, 1924, Mr. Roth reported that it was an excellent result and that it was now difficult to demonstrate any inequality. It was thus evident that some of these cases could be put right with a small prism correction.
Mr. HARRISON BUTLER asked Mr. Doyne if he would describe the operation of tenotomy of the inferior oblique, which seemed to him to be not devoid of difficulty.
Mr. R. FOSTER MOORE asked whether Mr. Doyne had any theory to explain the hemiatrophy of the face in these cases. One was taught that in congenital cases the hemiatrophy was due to pressure of the sternomastoid and deep cervical fascia on the carotid artery; but that did not seem to him to be a very satisfying explanation, and clearly it was not the cause in these cases.
Mr. DOYNE (in reply) said he was much interested in hearing of Mr. Hine's success with prisms, and he himself tried prisms before he stepped in with the knife.
With regard to the operation, he supposed that he was lucky, because in the first case in which he operated he made an incision in the lower margin of the orbit through the skin, then through the fascia. The first time, when he got through the fascia, he saw the belly of the muscle at once, standing out. The second time he operated he made the incision in the same place, but in this case it was a little too external, and he did not find the muscle so easily. He therefore slightly extended the incision mesially, and then he saw it, like a band running into the fat. The first case rather surprised him by its ease.
With reference to the hemiatrophy of the face, he had no theory to put forward, except that in the two severe cases, and in others, the tilt had been there from the earliest years; therefore be took it that if that posture was adopted almost from birth, there was reason to suppose there would be a better blood-supply from the non-tilted side than from the other, and that side would be freer to develop more. I Pr-oceedlings, 1923, xvi (Sect. There are two well-known methods for performing this operation: the first known as Da Gamma Pinto's operation, where a strip of conjunctiva is dissected up, freed at one end, and then the loose end pushed into the perforation; the second methodand the one which is undoubtedly the more satisfactory-is known as Kuhnt's operation. In this method the strip of conjunctiva is raised, but the attachments at either end preserved. The loose piece of conjunctiva is sutured in a position across the perforation.
My method for performing this operation is the following:-The eyelids are held apart by a speculum, or, in an extensive perforation, are retracted by the fingers alone, so as to remove all pressure from the globe. The conjunctiva is dissected from the limbus, say to half the extent of the circumference of the cornea. A straight incision is then made through the conjunctiva, 4 to 6 mm. from the limbus, the breadth actually varying with the size of the perforation in the cornea.
With a fine Graefe's knife the walls of the perforation are scraped, and the loose corneal epithelium around the edge of the wound is scraped away; if this precaution is not taken the epithelium may heal across, leaving a gap in the corneal tissue. This thin layer of epithelium will rupture within a few days. There should not be any pressure on the eyeball. In some cases I have observed the aqueous rising and falling with the pulsations of the retinal arteries.
